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to Muller’s solution for three weeks. It was unfortunate
that all the material was treated in this way, for, though
admirable for the study of nerve fibres, satisfactory pre-
parations of nerve cells are difficult to obtain after fixation
in Muller’s fluid. The stains used were Nissl’s toluidine

blue, Giemsa, carmine, hsematoxylin, and Van Gieson, but
the best results were obtained with Unna’s polychrome
methylene-blue, differentiating with alcohol and clove oil.

Bielchowsky’s silver method (Da Fano’s modification) was
tried, but owing to the fixation the intracellular neurofibrils
did not take the stain. Nerve fibres were studied by the
Marchi and Weigert-Pal methods.
The outstanding lesion is a generalised atrophy of the

motor nerve cells of the spinal cord, the heaviest incidence
having fallen in the cervical and upper dorsal regions. The
anterior horn cells are much reduced in numbers. Those
that remain are for the most part in various stages of

chromatolysis, although a few, not more than two or

three in most sections, appear normal. Even these seem,
as a rule, smaller than the cells of a healthy child of the
same age. In the degenerated cells the nuclei are pyknotic,
the protoplasm vacuolated, and the Nissl granules powdery,
irregularly distributed, and sometimes absent altogether.
Similar changes are present in the anterior horn cells of the
lumbar region, but they are not so severe and a larger pro-
portion of normal cells remain. No obvious changes are
present in the posterior horn cells. In the dorsal region a
few of the cells of Clark’s column and the intermedio-
lateral tract are degenerated, but the majority remain
intact.

Higher up, in the brain-stem, the cell changes are not so
marked. In the upper part of the medulla a few cells in the
dorsal nucleus of the tenth and the nucleus of the eleventh i
nerve are degenerated, but the damage is only slight. The
most interesting lesion is met with in the oculomotor nucleus ’,
at the level of the inferior corpora quadrigemina. The cells
are not reduced in number, but about half of them show
some degree of chromatolysis; in a few the Nissl granules
have disappeared altogether. Higher up in the region of
the anterior corpora quadrigemina the same nucleus shows
practically no abnormality, only slight changes in one or
two outlying cells being visible. In sections at this level the
substantia nigra is seen to be very slightly affected and the
cells of the red nucleus are normal. It is possible that the
distribution of the lesion in the oculomotor nucleus explains
the nystagmus which was observed clinically. The centre
for lateral eye movements is partly degenerated, while
that for up and down movement is intact.

Weigert-Pal preparations show degeneration of a small
area of white matter near the outer surface of the cord
between the anterior and lateral columns at the point of
issue of the anterior roots, at all levels of the cord. The
anterior roots outside the cord are extremely atrophied.
The posterior roots are normal. By the Marchi method very
little degeneration, only confined to the cervical region,
could be observed, most of the lesions being of too long
standing to be detected by this method. In the medulla and
mid-brain the only a,bnormality noticed was a very slight
degeneration of the fibres of the twelfth nerve. The
pyramidal tract was not completely myelinated, but the
defect was slight and not more than might be accounted
for by the child’s age. The blood-vessels are every-
where very much engorged, but this is not unusual in
cases of death from broncho-pneumonia. There is no peri-
vascular infiltration. Neuroglial proliferation is not marked,
and there is very little evidence of neuronophagia.

Voluntary - muscles: Pieces of the sartorius muscle
examined show advanced degeneration. The fibres are

mostly extremely small, but vary very much in size. Longi-
tudinal splitting has taken place, with the result that many
sarcolemma sheaths are filled with numbers of minute fibres;
in others, however, only proliferated nuclei are seen. Where
splitting has not taken place the fibres for the most part
appear homogeneous in substance and stain irregularly. One
or two giant fibres are visible, but they are not as large as
those which are seen in myopathy. Extensive fibrosis is
present between the muscle fibres. Cross striation can be
made out here and there, but is the exception rather than
the rule. No interstitial or intracellular fatty change is
seen in frozen sections stained with Scbarlach R. A few
globules of fat are present round the vessels between the
muscle bundles, but not more than occur normally.
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A CASE OF

SPLENIC ABSCESS WITH ENTERIC FEVER.

BY J. K. HAWORTH, M.D., B.S. DURH.,
CAPTAIN, R.A.M.C. (S.R.), SURGICAL SPECIALIST, 8TH LUCKNOW DIVISION.

THE occurrence of splenic abscess is rare, but in India it
does occur occasionally as a complication of enteric fever or
dysentery.
Patient was admitted to Lucknow Hospital with a tem-

perature of 102&deg; F., and with the history of having been ill
with fever for 2 to 3 weeks, but just able to carry on with
his work in an office. On admission he presented the
clinical features of enteric fever. His tongue was dirty and
furrowed, his pulse markedly dicrotic. He had a leucopenia.
His temperature was 102&deg; and persisted for some days. He
had a sparse but definite rose-coloured rash on abdomen.
He had constipation, no signs in chest, spleen enlarged and
palpable. The blood slide was negative to malaria. His
Widal was inconclusive, but he had been inoculated. There
was no history of dysentery, and he was diagnosed as clinical
enteric. Some six days after admission he complained of
discomfort behind the last rib posteriorly and slight pain
over spleen anteriorly, and except for a certain fullness
nothing was palpable. The pain gradually increased, and
16 days after his admission a definite mass was palpable
behind. This was tender and painful, though no local
inflammation was present. The spleen now could not be
felt, and there was a marked leucocytosis. X ray showed
no pathological condition of spine or ribs. Diagnosis :
Abscess of spleen. Operation.-Incision over maximum
tenderness latero-posteriorly; after going through muscles
pus was found and evacuated.- It was thick and reddish,
not unlike that from liver abscess. The abscess cavity was
about size of a man’s fist. Kidney seemed normal, spleen
could not be felt, last rib felt normal. No caries of spine.
The abscess cavity was shut off from abdominal cavity. A
large tube was inserted.

Patient’s temperature gradually improved, and he made an
uneventful recovery.
’ Lucknow, India.

A CASE OF EXTREME &OElig;SOPHAGECTASIA1
(HURST’S ACHALASIA OF THE CARDIA).

BY H. BATTY SHAW, M.D., F.R.C.P. LOND.,
PHYSICIAN TO UNIVERSITY COLLEGE HOSPITAL, AND TO THE BROMPTON

HOSPITAL FOR CONSUMPTION AND DISEASES OF THE CHEST.

THE publication of the following case will no doubt help
others to the diagnosis of this curious condition, because it
sets forth the symptoms which may be elicited by suitable
questions in " suspect" cases.
Mrs. G., a widow, aged 66 years, presented herself for

treatment at the Brompton Hospital for Consumption and
Diseases of the Chest, because she had become wasted and
had a cough. She had been treated at various times for con-
sumption, for bronchitis, and for dyspepsia and debility. The
dyspepsia took the form of pain, occurring shortly after
taking solid food. The act of vomiting (?) relieved the pain.
For years she kad lived on liquid food, which caused her
no pain or vomiting. Her sputum, such as there was, was
free from tubercle bacilli. She volunteered the strange
statement that as a girl of 15 she could remember members
of her family calling attention to the fact that she was the
last to leave the table at meal-times, and her explanation
is that she never could take her meals in the same period of
time required by the rest of the family ; she always had to
eat slowly and wait till the food " passed on." So curious
was this history that pointed questions were put to her,
which led to the following facts being established :-
The taking of solid food was followed by these symptoms :

(1) It caused pain at the epigastrium; (2) this pain was
accompanied by what she called vomiting, but what was
really regurgitation of food; (3) the act of taking the solid
food soon provoked a cough ; (4) it sometimes happened
that she became breathless, and this was particularly so
after attempting to take more solid food than usual;
(5) liquid food caused none of these symptoms.

1 Shown at the Clinical Section of the Royal Society of Medicine
held on Nov. 14th, 1919.


